Over the past few years, studies have suggested that cardiovascular diseases are an important cause of excess deaths in disadvantaged Black communities. 1-3 In Harlem, New York City, cardiovascular diseases were the leading cause of excess deaths between 1979 and 1981 in persons younger than 65 years and accounted for nearly a quarter of the excess deaths observed.' Ten 4 ; CI = 0.8, 2.4 in men; OR= 1.6; CI = 1.1, 2.5 in women). Physical inactivity and being overweight were not associated in this sample. Among men having 3 or more risk factors, smoking, hypertension, and physical inactivity were the most common combination (38%). Among women with 3 or more risk factors, overweight, hypertension, and physical inactivity were the most common combination (23%), but other combinations (overweight, smoking, and hypertension; overweight, smoking, and physical inactivity; smoking, hypertension, and physical inactivity; and all 4 risk factors) were nearly as common (18%-20% each).
Age-adjusted prevalent proportions of the 4 risk factors by sociodemographic characteristics are shown in Table 3 . The prevalence of hypertension, smoking, and physical inactivity generally decreased with increasing education and with increasing income in both the men and the women, although trends were not always statistically significant. Hypertension was not consistently associated with income in the men, although its prevalence was lower in the highest income group than in the other 3 categories. Being overweight was not consistently associated with education or income in the men or women.
Persons who were not employed, who had a history of not having steady work, or who had a history of homelessness were more likely to be hypertensive and more likely to smoke than those who were employed full time, those who had always had steady work, and those who did not have a history of homelessness, respectively (all differences were statistically significant in women but not in men). In addition, men who were not employed were significantly less likely to be overweight than those who were employed full time, and women who were not employed were significantly more likely to be physically inactive than those who were employed full time.
Adjusted prevalence proportions and odds ratios of having 3 or more of the 4 risk factors are shown in bOdds ratios are adjusted for age (with the exception of estimates for age categories) and gender. *P < .05 for comparison of prevalence rates with reference category. Last category is reference category for P values. **P for trend < .05. ***P for trend < .01.
referred to participation in physical activities for at least 15 minutes at a time). Nevertheless, because of the paucity of information on physical activity in urban Black communities, and because a measure similar to the one used here is routinely included in surveillance,20 we included physical inactivity in these analyses. Despite the survey's limitations, it provides a unique opportunity to examine the distribution of cardiovascular risk factors in a poor, urban, and predominantly Black community. The high prevalence of cardiovascular risk factors in this community, as well as their patteming by socioeconomic factors, highlights the importance of examining environmental and social determinants of cardiovascular risk. What aspects of community environments are conducive to more active lifestyles, healthier diets, and less smoking? Why do risk factors tend to cluster in disadvantaged communities and in disadvantaged individuals within those communities? How do socioenvironmental factors promote and reinforce the development of cardiovascular risk factors and "unhealthy" behaviors in communities such as Harlem?
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